A series of letters was exchanged between Drs. Pardue and Zender, the contents of which revealed some major disagreement on the subject. Examples: the term "molar absorptivity" (adopted by the American Chemical Society a few years ago) is changed to "molar lineic (decadic) absorbance"; T, a symbol for transmittance for decades, is converted to the lower case Greek letter tau (r); and to indicate "division by," the ending "Ic" is added to the end of some words, thus creating neologisms such as "massic," "lineic," "entitic," and "intersurfacic."
The words "quotient" and "ratio," synonyms according to English dictionaries, are being assigned different meanings, and the word "debit" (debt) refers "to the ratio of a quantity change to the corresponding time change." It seems that changes are being made for the sake of change, not because of demonstrable need. The AACC Committee on Standards had a long discussion on this subject at its November 10, 1978, meeting in Chicago, IL, and its members expressed their full support for Dr. Pardue's objections. It was believed that changes being proposed and made are rationalized on the basis of attempts to adhere to the SI units. Although members of the Committee on Standards generally support the concept of SI [as does the AACC, by policy-Ed.J, they are concerned about some of the strict and seemingly unnecessary interpretations of the system that are being proposed by a select few. They fear that some proposals made under the guise of SI will require such drastic changes in well-conceived practices that the expected benefits of the SI may never be realized. After the discussion, the members of the Committee authorized me to write and express their concern to the Officers and Board of Directors of the AACC. 
National Committee for Clinical Laboratory Standards (NCCLS) and SI

Arguments for SI
The strongest argument of the advocates of SI is that the system is "coherent" (meaning that the formation of derived units involves no factor other than unity). Perhaps that may be of some value to certain scientists, but the benefits to clinical laboratories, derived from this unique characteristic, are yet to be demonstrated. According to SI, the coherent unit of volume is the cubic meter (1000 liters), but for very compelling reasons the system was compromised and the liter was re-defined as the cubic decimeter and retained as a non-coherent unit of volume. This 
NBS,
November 1977), had the opportunity "for clearing some misunderstandings which have tended to make rules of SI appear more rigid than they are or than they are meant to be." He disputes the argument "that only prefixes for powers of 10 divisible by 3 may be employed" because "compliance with that rule would exclude the centimeter, the cubic decimeter and so on." He further states that the International Committee for Weights and Measures declared that "there is no objection whatever to the use of the cm in spectroscopy." He ends with the remark that the Proceedings of the past CGPM indicate that, in the view of the participants "SI is made for man, not man for SI." Yet, the modern interpreters of SI, who are busy writing rules and regulations, have chosen to ignore "man," who in this case is represented by clinical laboratory scientists, medical technologists, and practicing physicians.
Some Pertinent Questions
I would like to know how man would benefit if blood pressure is measured in kilopascals instead of mmHg. What is the advantage of expressing heart rate in hertz? Why is molar lineic (decadic) absorbance better than molar absorptivity and why must its dimensions be m2-mol' instead of liter-mol'-cm-1? (Incidentally, why not "molaric lineic decadic absorbance" or "concentrationic lineic decadic absorbance"?) Why must most units familiar to the scientific society change and become unrecognizable? How would the physician interpret blood concentrations of therapeutic drugs expressed in micromoles or millimoles when the pharmacist dispenses them in grams or milligrams? Would an edict be forthcoming that requires dispensing drugs in millimoles?
In 1964, the Commission on Enzymes of the International Union of Biochemistry proposed a uniform definition for enzyme activity. The unit of enzyme activity was defined as that quantity of enzyme that will catalyze the reaction of one micromole (tmol) of substrate per minute, and that this unit be termed the International Unit (U). It was a step in the right direction, but an interval of more than 10 years was required for physicians and laboratory scientists to become familiar with the new term. Now we are told that this unit is incoherent and that enzyme activity should be expressed in mol.s1, or katal (kat). It is very difficult to conceive the beneficial aspects of the new unit in clinical enzymology, but it is rather easy to predict a 10-to 15-year period of confusion.
The new "unambiguous" terminology2 is just as disturbing. Why, for example, is "carbamide" less ambiguous than "urea" and "analytical disturbance" more comprehensible than "error"? Would the physician become more enlightened if serum potassium is reported as "serum-potassium ion substance concentration 5.0 mmolfL" or in its abbreviated form "S-Potassium, molc = 5.0 mmol/L" instead of "serum potassium, 5 mmol/L"? How much extra knowledge will be gained if urinary calcium is reported as "day urine calcium (II) amount of substance 10 millimoles," or "dU-Calcium (II), arns. 
